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Dear Members of the West Michigan Community,
We are pleased to publish the fourth edition of “Health Check: Analyzing Trends in West Michigan 2013.” This year, we  
have expanded the insurance cost data section, which includes pharmaceutical costs for specific diseases. The  
information provided in this publication will help inform health care policy and community decisions about the types of 
health care professionals, services, costs, and delivery systems that best serve the needs of our communities. The West 
Michigan region has and continues to commit substantial resources to develop the infrastructure for state-of-the-art  
health care delivery and cutting-edge research in the life sciences. Strong collaborations and partnerships among health  
care organizations, research institutes, and universities provide the talent, resources, and innovation necessary for a  
world-class regional health delivery system. 
Health Check 2013 identifies significant health-related issues facing Kent, Ottawa, Muskegon, and Allegan counties (KOMA).  
We are seeing a significant increase in the number of individuals in the 45−64 and over 65 age groups and a drop in  
the number of individuals in the 20−34 age group in West Michigan. If this trend continues, our community will face  
a substantial burden of chronic health problems and a resultant increase in health care expenditures. Individual choices  
in lifestyle behaviors will significantly impact the types of services and costs of care for our region. In particular, heavy  
and binge drinking, obesity, and inadequate exercise are common risk factors in KOMA. These trends, if continued, will  
pose substantial challenges to the cost of health services and to the availability of primary care providers, specialists, 
nurses, and other health professionals.
An important component in addressing these challenges is to develop a strong community-based strategic plan, which 
builds upon the strengths of our superb health care organizations, institutes, and educational institutions. An integrated 
health delivery network of health care providers caring for patients across the lifespan promotes cost-effective delivery of 
quality care to our community. As we continue to gain state and national recognition for our quality health care services and 
individuals travel to West Michigan for specialized care, our areas will attain greater economic diversification and strength.
In this publication, Grand Valley State University presents a framework for assessing key data elements and identifying 
trends in three areas: knowledge foundations, health care trends, and economic analysis. Establishing this framework and 
annually publishing key health care indicators are the initial steps in understanding and analyzing health data for our 
community. The information presented in this publication is intended to serve as the basis for community-wide discussions 
about pressing health problems and the development of strategic directions for health services development and life science 
growth in West Michigan.
Sincerely,
 
Jean Nagelkerk
Vice Provost for Health
Cook-DeVos Center for Health Sciences  •  301 Michigan Street, N.E.  •  Grand Rapids, MI 49503-3314  •  (616) 331-5500
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The health sector in West Michigan is experiencing significant challenges. We need to continue to expand and consolidate our gains in 
specific health areas that will require more capacity in the future. On the other hand, the pressure to reduce health care costs is likely to 
increase. Implementation of the Affordable Care Act (ACA) is creating specific constraints, ongoing regulation uncertainty, and significant 
opportunities. To navigate this uncertain landscape, we must better understand the factors driving costs and the skills needed in the future.
Health Check provides an ongoing trend analysis of three major issues: Knowledge Foundations, Health Care Trends, and Economic Analysis.
Our focus is primarily on a four-county area: Kent, Ottawa, Muskegon, and Allegan (KOMA). However, when discussing the pool of graduates 
and potential employment, the analysis expands to Barry, Berrien, Calhoun, Cass, Clare, Clinton, Eaton, Gratiot, Ionia, Isabella, Kalamazoo, 
Lake, Manistee, Mason, Mecosta, Missaukee, Montcalm, Muskegon, Newaygo, Oceana, Van Buren, and Wexford counties.
Knowledge Foundations
Graduation and Jobs. Our analysis indicates that regional educational programs are graduating students at a rate that will meet projected job 
demands in most occupations. However, currently there are significant shortages for nursing aides, dental assistants, EMTs and paramedics, 
and nurses. With the implementation of the ACA, the demand for medical services may be even greater than that predicted by the Bureau of 
Labor Statistics. With pressure to reduce costs there will be an even greater need for second line functionaries such as nursing aides, dental 
assistants, and home health aides. Two issues that may impact projections are 1) retention of skilled workers in West Michigan and 2) the 
impact of new regulatory changes on the delivery of health services.
Medical Patents. Applications for patents and the awarding of patents are reasonable measures of knowledge creation. There has been a 
distinct increase in patent activity in Kent County since the 1990s, and new players in the field have been identified. Since 2010, the number 
of patents assigned to inventors in Kent County has increased by 58 percent compared to the previous decade. This data indicates that 
individuals in Kent County are being innovative. These innovations spill over to the community because research and development (R&D) is 
linked to more entrepreneurial activity, which leads to new businesses and jobs. In addition, since 2010 the number of patents assigned to 
companies/organizations in Kent County has increased by 58 percent compared to the previous decade. Both of these trends are indicative of 
a broadening and deepening research activity and increased focus on research by companies located in Kent County. The value of corporate 
patents generally stays with the organization not the inventor, so these patents have potential to draw wealth into West Michigan.
Health Care Trends 
Demographics. There are several disturbing health care trends. First, in KOMA, Michigan, and the United States there are larger numbers of 
people between the ages of 45 and 64 than there are between the ages of 20 and 34. Therefore, over the next 20 years, there will be fewer 
workers to replace retiring workers. Also, in KOMA and Michigan there are now more people over age 65 than in the prime working ages 
of 35–44. Demographic trends in Kent County and the United States also suggest that these areas will witness this “crossover” in the near 
future. Both age distribution crossover trends are likely to result in increased age-related health care costs. The low risk proportion of the 
population required to diversify health care costs may be shrinking over time. At the same time, a smaller proportion of the population will be 
in their prime work years providing resources to fund these costs. One strategy to mitigate this trend is to incentivize our young workers and 
graduates to stay in Michigan as well as to attract additional skilled workers to the state.
Risk Profiles. The latest data on heavy drinking continues to raise concern. KOMA is worse than Detroit and the U.S. and shows an upward 
trend in heavy drinking. The 2010 numbers indicate that binge drinking marginally increased. About 17 percent of the KOMA population 
reports consuming five or more drinks at least once in the previous month. Smoking in KOMA has gone down since 2004. Currently, about  
18 percent of KOMA residents smoke. The percentage of persons who have no leisure time physical activity is marginally lower in KOMA
compared to the Detroit area, but almost 22 percent of the KOMA population does not engage in any leisure time physical activity. Recent 
numbers indicate a slight drop in the overweight population (body mass index between 25 and 29.9), but a bigger jump in the obese 
population (body mass index greater than 30) with the latter continuing to show an upward trend. The small decrease in the overweight 
population perhaps is a reflection of more people being classified as obese overtime. Obesity is becoming a major issue for the state and the 
nation. Presently, approximately 28 percent of the KOMA population is obese. As the KOMA population continues to age, obesity will continue 
to be a major challenge. Another important issue is the incidence of low birth weight (LBW) — babies born weighing less than 2,500 grams.  
In 2007, almost 8 percent of total births in KOMA were babies with low birth weight. Current data indicates that slightly more than 7 percent 
of the babies are LBW. If we can continue to lower the incidence of LBW, health care costs could be substantially reduced.
Executive Summary
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Diseases. For cancer, the incidence in KOMA is lower than that for Michigan and the U.S. In the case of diabetes, although KOMA fares better 
than Detroit, Michigan, and the U.S., the trend is definitely up over the last six years. Approximately 8 percent of the KOMA population has 
diabetes. These numbers seem to track closely with the upward trend in obesity. Lowering the incidence and better management of this chronic 
disease can lower health care costs significantly. KOMA is better than the comparison areas with regard to asthma rates. However, the prevalence 
of people diagnosed with asthma increased in the region by 3 percent from 2004 to 2010. For heart disease and stroke, KOMA is lower than 
Detroit, Michigan, and the U.S. and is trending down. Approximately 3 percent of the West Michigan population is reported to have heart disease 
and 2 percent have had a stroke. Overall, the picture for KOMA with regard to incidence of major diseases is mixed.
Overall Health. In general, the health status of KOMA residents is better than Detroit, Michigan, and the United States. The percentage 
of persons who report poor or fair health in KOMA has increased slightly to about 11 percent. However, physical disability is significant; 
approximately 21 percent of the population reports some kind of limitation in activities and the use of special equipment.
Economic Analysis
Benchmarking Medical Services. When we evaluate a range of medical services, it becomes apparent that Cleveland’s medical complex 
is about twice as large as Milwaukee; Milwaukee’s medical complex is significantly larger than Grand Rapids. For Grand Rapids, clearly 
Milwaukee is a closer comparison than Cleveland. Portland seems to be slightly bigger than Grand Rapids in population and medical facilities. 
On the other hand, Grand Rapids and Akron are similar in terms of population and medical facilities. Interestingly, admissions, patient days, 
and facilities costs are growing faster in the Grand Rapids area than among our peers. More importantly, these factors are growing much 
faster than the population growth in the Grand Rapids area, suggesting that patients may be coming from greater distances.
Hospital Survey Analysis. Overall, confidence among participating hospitals about the viability of the health sector is relatively high, 
approximately 80 percent. Revenues (7.3 percent) and employment (1.8 percent) are both increasing at a robust rate. Total numbers of patients 
served dropped marginally by 0.8 percent. Emergency room visits increased by more than 4 percent. Average cost per discharge is approximately 
$12,000. Uncompensated charges have increased by 15 percent. Community service and charity has increased by approximately 13 percent. 
Although hospitals are getting paid less, they are trying to respond to the needs of the community by increasing community services and charity. 
In preparing for the Affordable Care Act regulatory changes, most hospitals are trying to update and integrate their information technology 
platforms. They are also preparing for some kind of bundle payment regime by integrating different providers/services, developing some 
methodology for allocation between parties, and, in some cases, participating in pilot programs.
Major Medical Conditions Cost Analysis. We include insurance cost data for specific diseases from Priority Health, Blue Care Network, and 
Blue Cross Blue Shield of Michigan. New this year, we include a more detailed look at the costs related to care of persons with diabetes. The 
purpose of this analysis is to identify the medical costs of high-cost diseases and to determine ways to reduce the main drivers of costs for 
selected diseases. The overall medical costs in KOMA are the highest for diabetes and hyperlipidemia due to high prevalence rates, more than 
$770 million for each. We compared the total average cost per patient between KOMA and the Detroit area. Individuals with two conditions, 
asthma and coronary artery disease, show no significant differences in costs between the two sides of the state. Patients with diabetes and 
hyperlipidemia are moderately less costly in KOMA compared to the Detroit area (11.6 percent and 10.5 percent lower, respectively). Patients 
with low back pain and depression are substantially less costly in KOMA compared to the Detroit area (20 percent and 39 percent lower, 
respectively). We need to investigate the precise source of these differences.
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For 2012 there is some good news and some bad news. The good 
news is that the labor market in West Michigan is growing again, 
albeit slowly. As of September 2012, for the last year to date, 
employment in the KOMA counties has grown by approximately  
one percent. About one in five jobs in the next 10 years will be in the 
health care sector partly because of an aging population. The bad 
news is that many of these jobs will not pay a good salary with liberal 
benefits. Given the pressure to reduce health care costs, more 
services and responsibility will evolve to supporting personnel. It 
should not be surprising that job projections for physician assistants, 
nursing aides, home health aides, etc. are robust and substantial.
The regional labor market continues to mend slower than expected. 
Due to low returns in the stock market and retirement plans not 
earning high rates, many baby boomers may postpone retirement 
and work longer. As a result the replacement job openings may 
also grow at a smaller rate than previously expected. This is also 
evident from the recent downward adjustments made by the Bureau 
of Labor Statistics (BLS) in its 2020 forecasts. From June 2009 
through May 2012, we experienced growth in some Michigan payroll 
job sectors as shown in Table 1.
Education and Job Growth
The highest growth in the last three years (for which data is 
available) has been in the sectors that were hit hardest by 
the recession: transportation equipment and durable goods 
manufacturing. Unlike these cyclical industries, health care did not 
suffer a major shock and has grown by 2.7 percent in the last three 
years. Given these changes in the State of Michigan, our major 
question is this:
Are we providing the programs and resources in our universities 
for growth in the health sector professions?
To answer this question, we proceeded in three steps:
 1.  Provided the 2020 BLS forecasts for different medical 
professions in the State of Michigan;
 2.  Created an inventory of education programs in the  
health care sector for different specializations.  
The numbers in the current iteration are updated to  
reflect recent changes; and
  3.  Made specific predictions for some selected health 
professions in West Michigan.
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 Durable Goods 13.15%
 Transportation Equipment Manufacturing 18.23%
 Administrative and Support and Waste Management 13.67%
 Health Care and Social Assistance 2.67%    
Source: Michigan Economic and Workforce Indicators, Summer 2012. 
Table 1: Growth in Select Michigan Payroll Job Sectors
Table 2 provides the projections for different health care 
professions for the State of Michigan. These projections show that 
more than 6,000 openings will be created in the following areas: 
home health aides, nursing aides, and registered nurses. Other 
areas such as dental hygienists/assistants, emergency medical 
technicians and paramedics, physical therapists, physicians and 
surgeons, LPNs, medical assistants, and pharmacy technicians 
also show significant increases in employment opportunities. The 
robust projected increase in the employment of “second level 
personnel” such as nursing aides, home health aides, and medical 
assistants is not surprising given the pressure to reduce costs.
Tables 3–6 show historical data about the enrollment and 
graduation rates of universities in West Michigan. The data is from 
many different programs; we have incorporated as much data 
as possible. Other universities will be included in future reports 
when that information becomes available. Consequently, all the 
graduates may not be captured by our data set.
Table 7 presents projections specifically for West Michigan by 
matching the data set of graduates with some major job projections. 
This year we have extended the number of professions. To generate 
a forecast, we have to make some assumptions. Graduation rates 
are based on historical data, and we assume that similar graduation 
rates will continue until 2020. In order to find out what is happening 
in West Michigan, we use the definition employed by the Michigan 
Health and Hospital Association (MHA)1  to identify this regional labor 
market. This accounts for 26.7 percent of Michigan’s population in 
the labor force. We do not take into account any additions (persons 
migrating into the area) and leakages (skilled labor leaving Michigan). 
Given these simplifying assumptions, it is interesting to assess which 
major professions will have shortages and surpluses. Our recent 
results indicate that occupations such as nursing aides, dental 
assistants, EMTs and paramedics, and nurses will have significant 
shortages. On the other hand, some professions, particularly dietitians 
and nutritionists and family and general practitioners, are projected to 
have a significant surplus. 
Table 8 compares inflation-adjusted growth in annual earnings in 
West Michigan and Portland, Oregon for the period 2001–2011. 
A comparison of job projections in the next 10 years with earnings 
growth over the last 10 years (See Figure 1: Wages in Grand Rapids 
for Select Professions.) suggests growing usage of nursing aides 
and medical assistants to perform some of the tasks previously 
done by RNs. Moreover, the projected surplus in family and general 
practitioners as well as physician assistants indicates that BLS 
projections do not take into consideration leakages that result in 
skilled workers leaving Michigan for better paying opportunities 
elsewhere in the country such as Portland.  
It must be emphasized that our results are preliminary. Proposed 
health care reform will change many of these projections 
significantly. For instance in the future, there may be a higher 
demand for medical records technicians to accommodate 
extensive conversions to electronic record keeping. Consequently, 
projections of many specific health professions are likely to 
change due to structural changes in health care regulations 
and government initiatives. We view our projections as a 
work in progress. Aligning future graduation rates in a more 
comprehensive manner with more accurate projections of 
job growth is a major research project by itself. Colleges and 
universities in West Michigan will be well-served if this kind of 
alignment between graduation rates and projected job growth is 
performed more comprehensively and accurately on a regular 
basis. Colleges and universities can discern future job growth 
niches and be more proactive in creating the skills that are 
required in the future. In the long run, it is important not only to 
create educational opportunities in West Michigan, but also to 
adopt policies that encourage graduates to continue their lives 
in Michigan after graduation. The future of West Michigan will 
depend largely upon whether we are able to create the necessary 
skills for the future and retain the skilled labor over the long haul.
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1  Allegan, Barry, Berrien, Cass, Calhoun, Clare, Clinton, Eaton, Gratiot, Ionia,  Isabella, Kalamazoo, Kent, Lake, Manistee, Mason, Mecosta,  
Missaukee, Montcalm, Muskegon, Newaygo, Oceana, Ottawa, Van Buren, and Wexford.
 Anesthesiologists 1,190 1,340  12.6 39
 Athletic Trainers 820 980  19.5 46
 Audiologists 480 590  22.9 14
 Biochemists and Biophysicists 320 400  25.0 15
 Biological Scientists, All Other 530 570  7.5 16
 Biological Technicians 2,930 3,430  17.1 150
 Cardiovascular Technologists/Technicians 2,540 3,110  22.4 95
 Chemical Technicians 1,970 2,020  2.5 33
 Chemists 2,680 2,740  2.2 93
 Chiropractors 1,540 1,730  12.3 49
 Clinical/Counseling/School Psychologists 3,360 3,710  10.4 141
 Dental Assistants 9,330 10,760  15.3 339
 Dental Hygienists 8,610 10,400  20.8 352
 Dentists, All Other Specialists 300 310  3.3 10
 Dentists, General 3,950 4,140  4.8 136
 Diagnostic Medical Sonographers 1,800 2,380  32.2 86
 Dietetic Technicians 1,410 1,570  11.3 40
 Dietitians and Nutritionists 1,900 2,120  11.6 89
 Emergency Medical Tech and Paramedics 7,380 9,080  23.0 318
 Epidemiologists 140 170  21.4 4
 Family and General Practitioners 3,140 3,610  15.0 109
 Health Diagnose/Treat Practitioners, AO 2,410 2,700  12.0 75
 Health Technologists and Technicians, AO 2,940 3,270  11.2 93
 Health Care Practitioner/Tech Workers, AO 3,100 3,460  11.6 145
 Health Care Support Workers, All Other 7,290 8,150  11.8 197
 Home Health Aides 35,400 54,310  53.4 2,348
 Internists, General 2,710 3,010  11.1 85
 Licensed Practical and Licensed Vocational Nurses 18,650 21,140  13.4 747
 Life Scientists, All Other 140 150  7.1 2
 Massage Therapists 2,720 3,270  20.2 100
 Medical and Clinical Laboratory Technicians 6,160 6,410  4.1 145
 Medical and Clinical Laboratory Technologists 7,030 7,200  2.4 153
 Medical Assistants 20,640 24,170  17.1 669
 Medical Equipment Preparers 1,080 1,190  10.2 27
 Medical Records/Health Info Technicians 4,760 5,320  11.8 151
 Medical Scientists, Except Epidemiologists 1,580 2,060  30.4 58
 Medical Transcriptionists 2,780 2,720  -2.2 43
 Microbiologists 350 380  8.6 11
 Nuclear Medicine Technologists 800 880  10.0 20
 Nursing Aides, Orderlies, and Attendants 50,400 57,320  13.7 1,342
 Obstetricians and Gynecologists 410 460  12.2 13
 Occupational Health and Safety Specialists 1,170 1,240  6.0 49
 Occupational Health and Safety Technicians 220 240  9.1 10
 Occupational Therapist Aides 210 250  19.0 7
 Occupational Therapist Assistants 750 950  26.7 32
   Employment Change Average Annual
   (Job Growth) (Job Growth) Openings
     (Based on Growth 
 Occupation  2010 2020  % + Replacements)
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Table 2: Projected Health Care Professions in Michigan
 Occupational Therapists 4,100 4,980  21.5 166
 Opticians, Dispensing 1,810 2,030  12.2 58
 Optometrists 880 1,030  17.0 46
 Oral and Maxillofacial Surgeons 210 230  9.5 7
 Orthodontists 260 270  3.8 9
 Orthotists and Prosthetists 400 430  7.5 11
 Pediatricians, General 290 330  13.8 10
 Pharmacists 9,170 10,430  13.7 359
 Pharmacy Aides 1,050 1,190  13.3 31
 Pharmacy Technicians 11,010 12,880  17.0 378
 Physical Therapist Aides 990 1,290  30.3 45
 Physical Therapist Assistants 2,430 3,140  29.2 109
 Physical Therapists 7,210 9,110  26.4 273
 Physician Assistants 3,550 4,210  18.6 135
 Physicians and Surgeons, All Other 13,690 15,340  12.1 436
 Podiatrists 370 390  5.4 9
 Psychiatric Aides 2,550 2,750  7.8 53
 Psychiatric Technicians 1,080 1,230  13.9 34
 Psychiatrists 440 480  9.1 13
 Psychologists, All Other 550 640  16.4 26
 Radiation Therapists 560 620  10.7 17
 Radiologic Technologists and Technicians 6,940 8,280  19.3 242
 Recreational Therapists 850 950  11.8 41
 Registered Nurses 87,170 104,000  19.3 3,260
 Respiratory Therapists 3,610 4,420  22.4 151
 Respiratory Therapy Technicians 480 480  0.0 8
 Speech-language Pathologists 2,430 2,680  10.3 72
 Surgeons 580 660  13.8 20
 Surgical Technologists 2,650 2,920  10.2 74
 Therapists, All Other 1,100 1,290  17.3 42
 Veterinarians 1,970 2,550  29.4 97
 Veterinary Assist and Lab Animal Caretakers 2,270 2,410  6.2 49
 Veterinary Technologists and Technicians 1,810 2,570  42.0 108
Source:  
http://www.milmi.org/admin/uploadedPublications/711_occ_g29.htm
http://www.milmi.org/?PAGEID=67&SUBID=177
Table 2: Projected Health Care Professions in Michigan (continued)
   Employment Change Average Annual
   (Job Growth) (Job Growth) Openings
     (Based on Growth 
 Occupation  2010 2020  % + Replacements)
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 Allied Health Sciences
 Cardio Respiratory Care
 Dental Assisting
 Dental Hygiene
 Dentistry (Pre)
 Diagnostic Medical Sonography
 Dietary and Food Service Management
 Fire Science
 Health
 Health Information Technology
 Health Insurance Claims Management
 Magnetic Resonance Imaging (MRI)
 Medical Assistant * 
 Medical Laboratory Technology
 Medical Office Administration
 Medicine and Osteopathic Medicine (Pre)
 Mortuary Science (Pre)
 Nursing
 Nursing (RN) **
 Occupational Therapy Assistant
 Optometry (Pre)
 Paramedic
 Pharmacy (Pre)
 Physical Therapy (Pre)
 Physician Assistant (Pre)
 Psychology
 Radiography ***
 Respiratory Care 
Table 3: 
College and University Programs — Associate’s Degree/Certificate
Color Key:           Number of Students Enrolled          Number of Graduates
146
234
70
4
325
6
190
382
193
549
142
244
92
306
18
151
50
0
114
6
138
202
92
281
51
Notes:  
1. Table does not include programs with a value of 0 for both enrollment and graduates. 
2. Table does not include programs with no information readily available.
    *Includes Medical Assistant Technology
  **Includes Paramedic to RN and LPN to RN
 ***Includes Radiologic Technology (Lake Michigan College)
1,405
331
850
Davenport
University
Ferris State
University
Grand Rapids
Community College
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1
73
24
8
86
106
27
2
68
22
419
8
62
79
135
23
196
150
240
401
41
149
185
82
0
9
0
0
29
0
12
0
0
0
166
0
5
0
0
0
0
59
44
250
1
17
17
3
146
1
73
451
8
156
4
41
106
1,879
331
27
1,037
6
240
68
22
1,369
0
142
8
144
79
135
23
196
340
382
18
0
9
243
0
79
0
1
0
375
92
12
323
6
44
0
0
697
0
51
0
8
0
0
0
0
197
202
Lake Michigan
College
Montcalm
Community College
Southwestern
Michigan College
TOTAL 
ENROLLMENT
TOTAL 
GRADUATES
Allied Health Sciences
Anthropology and Sociology
Biochemistry
Biochemistry and Molecular Biology
Biochemistry and Molecular Biology/Biotechnology
Biology
Biomedical Laboratory Science
Biomedical Sciences
Biopsychology
Biosystems Engineering
Biotechnology
Cell and Molecular Biology
Chemistry
Clinical Exercise Science
Clinical Laboratory Sciences
Communication Disorders
Dental Hygiene
Diagnostic Medical Sonography
Diagnostic Molecular Science
Dietetics
Environmental Biology/Microbiology
Environmental Biology/Plant Biology
Exercise Science
Genomics and Molecular Genetics
Health Administration
Health Care Systems Administration
Health Communication
Health Fitness in Preventive and Rehabilitative Programs
Health Information Management
Human Biology
Kinesiology
Medical Case Management
Medical Laboratory Science
Medical Technology
Microbiology
Molecular Diagnostics
Neuroscience
Nuclear Medicine Technology
Nursing
Nutritional Sciences
Occupational Therapy
Physics
Physiology
Pre-Social Work
Psychology
Radiation Therapy
Radiologic and Imaging Sciences
Social Work
Sociology
Speech Pathology and Audiology
Therapeutic Recreation
Table 4: 
College and University Programs — Bachelor’s Degree
Color Key:           Number of Students Enrolled          Number of Graduates
185
451
59
90
54
28
367
61
188
685
51
55
883
100
642
331
140
280
861
676
362
391
1,517
115
135
25
139
1,171
487
177
63
167
18
24
0
0
138
22
42
143
6
0
176
20
140
95
41
59
320
285
101
82
693
16
23
31
33
175
39
32
Note: Table does not include programs with a value of 0 for both enrollment and graduates. 
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Davenport
University
Cornerstone
University
Central 
Michigan
University
Calvin
College
Albion
College
123
0
603
809
369
5,551
208
5,076
119
465
160
196
59
1,141
168
676
173
118
30
1,421
44
47
1,578
374
391
1,077
343
1,517
1,171
3,458
2,464
487
22
139
621
6
54
410
5,035
868
2
1,157
1,078
28
10,658
104
2
2,120
1,504
472
326
53
44
119
172
55
1,473
0
908
19
25
26
41
18
182
48
285
22
51
12
518
2
7
331
68
82
242
132
693
175
784
436
39
17
58
191
0
0
53
1,721
247
143
189
379
0
3,024
49
2
720
429
59
71
113
31
317
109
173
1,077
139
6
410
383
362
505
23
10
1,868
3,421
119
196
1,141
118
343
22
1,286
167
3,086
104
2
328
326
19
368
393
418
29
634
195
128
809
369
69
208
465
168
30
730
44
47
374
3,458
2,409
621
1,002
868
713
1,078
4,244
591
428
180
817
1,655
329
960
886
2
148
1,298
359
396
192
1
0
263
20
22
242
58
0
53
385
70
140
8
52
253
589
19
41
182
51
132
17
647
19
728
49
2
112
71
0
104
109
111
4
167
88
38
44
127
27
111
172
55
10
0
25
48
12
324
2
7
68
784
436
191
101
247
112
379
1,109
177
118
14
70
319
93
175
269
143
7
530
187
90
0
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Ferris State
University
Hope
College
Kalamazoo
College
Grand Valley 
State
University
Michigan 
State
University
Western 
Michigan
University
TOTAL 
ENROLLMENT
TOTAL 
GRADUATES
 Biochemistry and Molecular Biology
 Biology/Biological Sciences
 Biomedical Laboratory Operations
 Biomedical Sciences
 Biostatistics
 Biosystems Engineering
 Cell and Molecular Biology
 Chemical Engineering
 Clinical Laboratory Sciences
 Clinical Nurse Specialist
 Communication Disorders * 
 Comparative Medicine and Integrative Biology
 Counseling Psychology
 Dietetics
 Epidemiology
 Exercise Physiology
 Genetics
 Health Administration **
 Health and Risk Communication
 Human Nutrition
 Integrative Pharmacology
 Kinesiology
 Medical and Bioinformatics
 Microbiology
 Neuroscience
 Nursing
 Occupational Therapy
 Physician Assistant
 Pathobiology
 Pharmacology and Toxicology
 Physics
 Physiology
 Psychology
 Public Health
 Rehabilitation Counseling
 Speech Language Pathology ***
 Social Work
 Sociology
 Vision Rehabilitation Therapy
Table 5: 
College and University Programs — Master’s Degree
Color Key:           Number of Students Enrolled          Number of Graduates
25
109
35
34
128
4
266
49
194
13
25
0
34
89
0
476
4
122
21
89
4
0
 Notes:  
1. Table does not include programs with a value of 0 for both enrollment and graduates. 
2. Family Nurse Practitioner (MSU) data was not available.
   *Includes Communicative Sciences and Disorders (MSU)
  **Includes Health Care Administration
 ***Includes Speech Pathology and Audiology (WMU)
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Cornerstone
University
Central Michigan
University
Calvin
College
2
228
21
40
83
42
91
12
56
5
217
20
465
34
45
101
1
293
36
26
95
173
39
5
4
903
631
786
5
109
64
9
299
355
78
402
793
50
73
4
55
4
8
35
13
37
8
11
0
171
0
114
0
12
0
4
524
1
9
8
100
14
0
4
127
273
313
1
4
71
3
119
8
29
168
299
13
0
221
40
83
90
140
39
96
199
291
2
21
42
1
12
56
5
182
20
45
1
36
26
95
173
5
551
5
109
15
9
131
355
78
119
465
101
35
432
229
168
183
793
37
73
39
8
35
33
48
14
69
62
85
4
4
13
4
8
11
0
82
0
12
4
1
9
8
100
0
15
1
4
50
3
57
8
29
21
114
0
4
211
106
62
79
299
9
0
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Ferris State
University
Grand Valley State
University
Michigan State
University
Western Michigan
University
TOTAL 
ENROLLMENT
TOTAL 
GRADUATES
 Audiology
 Biochemistry and Molecular Biology
 Biochemistry and Molecular Biology–Environmental Toxicology
 Biological Sciences
 Biosystems Engineering
 Cell and Molecular Biology
 Cell and Molecular Biology–Environmental Toxicology
 Chemical Engineering
 Communicative Sciences and Disorders
 Comparative Medicine and Integrative Biology
 Counseling Psychology
 Epidemiology
 Genetics
 Genetics–Environmental Toxicology
 Health Administration
 Human Nutrition
 Kinesiology
 Medicine
 Neuroscience
 Nursing *
 Optometry
 Pathobiology
 Pharmacology and Toxicology
 Pharmacy
 Physics
 Physiology
 Psychology
 Physical Therapy
 Rehabilitation Counseling
 Social Work
 Sociology
Table 6: 
College and University Programs — Doctoral Degree
Color Key:           Number of Students Enrolled          Number of Graduates
434
1,615
101
430
Note: Table does not include programs with a value of 0 for both enrollment and graduates.
*Includes D.N.P. and Ph.D. programs
83
0
17
408
94
22
1
124
104
384
3
121
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Ferris State
University
Central Michigan
University
Grand Valley State
University
160
17
67
102
2
191
1
65
44
134
4
26
136
5,194
77
56
13
30
384
26
162
53
77
27
5
5
12
1
25
0
4
9
24
1
7
27
418
11
1
0
4
40
4
41
14
12
142
160
17
74
67
102
2
191
1
65
182
44
134
4
0
26
136
5,194
94
160
434
13
30
1,615
384
26
390
792
53
77
102
109
27
5
7
5
12
1
25
0
4
25
9
24
1
22
7
27
418
12
4
101
0
4
430
40
4
68
245
14
12
9
59
74
182
228
102
15
7
25
27
9 
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Michigan State
University
Western Michigan
University
TOTAL 
ENROLLMENT
TOTAL 
GRADUATES
Table 7: Selected Professions
     Average Average
     Average Annual West MI
   Average Job Projection West MI Over/Under
   Annual in MI Component Provisioned
   West MI (Growth and of Job (Annual 
 Selected Professionals  Graduates Replacements) Projection Average)
 Dental Assistants 18 339 91 -72
 Dental Hygienists 88 352 94 -6
 Diagnostic Medical Sonographers 43 86 23 20
 Dietitians and Nutritionists 260 89 24 237
 EMTs and Paramedics 12 318 85 -73
 Family and General Practitioners 139 109 29 110
 Home Health Aides NA 2,348 627 NA
 RNs 852 3,260 870 -18
 Nursing Aides, Orderlies, and Attendants 14 1,342 358 -344
 LPNs 144 747 199 -56
 Medical Assistants 150 669 179 -29
 Medical and Clinical Lab Tech 47 145 39 8
 Occupational Therapist Assistants 17 32 9 8
 Occupational Therapists 139 166 44 94
 Optometrists 34 46 12 21
 PAs 104 135 36 68
 Pharmacy Technicians NA 378 101 NA
 Physical Therapists 82 273 73 9
 Respiratory Therapists 67 151 40 27
 Speech-language Pathologists 30 75 20 10
 Surgical Technologists NA 74 20 NA
Assumptions:
1. Growth is linear and projected evenly between years.
2. West Michigan component is 26.7 percent of total Michigan population in the labor force based on the west side population in the labor force for year 2011.
3. Graduation rates are based on annual historical data for the whole reporting period.
4. No modifications were made for leaving or entering the state.
   
Notes:
1. Job projections based on BLS data.
2. Data was collected from Grand Valley State University, Ferris State University, Michigan State University, Hope College, Western Michigan University,  
  Grand Rapids Community College, Davenport University, Central Michigan University, Lake Michigan College, Southwestern Michigan University,  
Albion College, Cornerstone University, Montcalm Community College, and Calvin College.
3. Nursing data is combined for licensed practical, vocational, and registered nurses.
4. Kuyper College indicated that they had no medical programs.
5. Table does not include medical programs from Aquinas College.
6. Annual job projection in Michigan is based on annual projected job growth and replacements.
Reference:
Michigan Department of Technology, Management, and Budget. Occupational employment forecasts 2010–2020. Retrieved November 2, 2012 from
 http://www.milmi.org/admin/uploadedPublications/1440_occ_2016.htm
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Table 8: Average Annual Wages for Select Health Care Jobs
Figure 1: Wages in Grand Rapids for Select Professions*
   2001* 2011 % Change 2001* 2011 % Change
 Selected Professionals
 Dental Assistants 33,505 36,598 9.23% 38,370 38,720 0.91%
 Dental Hygienists 55,643 57,063 2.55% 77,120 80,760 4.72%
 Diagnostic Medical Sonographers 53,382 58,110 8.86% 73,818 82,840 12.22%
 Dietitians and Nutritionists 49,280 51,880 5.28% 54,983 60,010 9.14%
 EMTs and Paramedics 30,381 24,542 -19.22% 47,591 43,040 -9.56%
 Family and General Practitioners 171,121 200,591 17.22% 134,516 169,690 26.15%
 Home Health Aides 25,783 19,939 -22.67% 25,250 22,170 -12.20%
 RNs 59,390 59,713 0.54% 66,744 79,790 19.55%
 Nursing Aides 27,561 24,606 -10.72% 27,536 27,390 -0.53%
 LPNs 41,075 40,988 -0.21% 45,571 48,260 5.90%
 Medical Assistants 30,902 29,291 -5.21% 34,877 33,860 -2.92%
 Medical and Clinical Lab Techs 52,277 53,376 2.10% 60,038 64,550 7.52%
 Occupational Therapist Assistants 41,469 40,600 -2.09% 46,498 55,390 19.12%
 Occupational Therapists 61,511 61,181 -0.54% 64,610 73,130 13.19%
 Optometrists 96,096 81,700 -14.98% 72,637 103,290 42.20%
 PAs 75,584 80,539 6.56% 86,507 110,120 27.30%
 Pharmacy Technicians 27,523 27,481 -0.15% 35,347 35,500 0.43%
 Physical Therapists 68,954 75,036 8.82% 67,493 77,530 14.87%
 Respiratory Therapists 46,244 48,630 5.16% 51,553 63,070 22.34%
 Speech-language Pathologists 64,572 55,502 -14.05% 65,740 80,200 22.00%
 Surgical Technologists 37,011 40,784 10.19% 44,923 48,040 6.94%
 Non-skilled AVG 25,210 23,196 -7.99% 27,004 24,581 -8.97%
*Adjusted for inflation to 2011 dollars, using CPI index. 
Sources:
Bureau of Labor Statistics (2012) 
http://bls.gov/oes/current/oessrcma.htm
http://bls.gov/cpi/
Grand Rapids, MI Portland, OR
Color Key:           Above 7%          Below Negative 7% (-7%)
19
*Adjusted for inflation to 2011 dollars, using CPI index. 
Sources:
Bureau of Labor Statistics (2012) 
http://bls.gov/oes/current/oessrcma.htm
http://bls.gov/cpi/ 
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The Value of Counting Patents
Patents, along with patent applications and prepatents, filed at the 
World Intellectual Property Organization can be used as a measure 
of the new knowledge being created. An idea that is considered 
unique and nontrivial can be patented, thereby giving the patent 
holder rights to the intellectual property. Generally, patents require 
research and development (R&D) spending. So, with more R&D 
spending comes more patent applications. Therefore, an increase 
in patents is an indicator of more research activity and greater 
economic potential derived from the value of new ideas.
However, there are some problems with this measure. First, not all 
ideas are patented, as patenting an idea results in the information 
becoming publicly available. There are strategic reasons to not 
patent in order to hide this information from competitors. This 
strategy is employed to a greater than average extent in medical 
R&D. Second, not all patents are equally valuable. Some patents 
are new ideas that will result in major changes in how a process 
is done, such as the transistor. Other patents are small changes 
in technology to improve an existing idea, such as a new latch 
on a suitcase. Finally, some patents are just strategic patents to 
keep others from easily reproducing a core technology. Despite 
these shortcomings, patents have been shown to be a reasonable 
measure for knowledge creation in the economics literature.  
  
KOMA Medical Patents 
Graph 1 shows the number of medical patents assigned to 
inventors in Kent County. Comparing January 2011–September 2012  
to the 2000–2010 timeframe, the average number of patents 
assigned to inventors in Kent County has increased by 58 percent. 
Comparing this same timeframe to the 1990s, the average number 
of patents assigned each year has increased by 120 percent. 
This data shows that innovative activity has continued to increase 
in Kent County, indicating that individuals in Kent County are 
being innovative. These innovations have many spillovers to the 
community, since R&D is linked to more entrepreneurial activity, 
which in turn leads to new businesses and jobs.
Medical Patents
Graph 2 shows the number of medical patents assigned to  
companies/organizations in Kent County. Comparing  
January 2011–September 2012 to the 2000–2010 timeframe,  
the average number of patents assigned to companies/
organizations in Kent County has increased by 58 percent. 
Comparing this same timeframe to the 1990s, the average  
number of patents assigned each year has increased by 161 
percent. This shows an increased focus on research by  
companies located in Kent County — a focus that will draw  
more innovative people to the county. In addition, the value  
of these patents generally stays within the organization, not  
the inventor, so these patents have potential to draw wealth  
into West Michigan.
Finally, Graph 3 shows patents assigned to organizations since 
1990, provided that the company has patented during the last 10 
years. There are only three current companies that show patent 
activity prior to 2000. Not only patents, but also patent applications 
to the U.S. Patent and Trademark Office and prepatents at the 
World Intellectual Property Office, are included. During 2011 and 
2012, we continue to see patenting across several different firms. 
In the first three quarters of 2012, 20 percent of firms active in 
patenting since 2000 have already shown patent activity. Extending 
this to include 2011 as well, it grows to 30 percent of the firms. The 
numbers show that firms are continuing to do innovative work in 
Kent County.
These three graphs are indicative of a broadening research 
community. Kent County and West Michigan have shown a consistent 
increase in firms and individuals participating in activities that lead 
to patents. If a community has many individuals and firms doing 
medical R&D, then it is easier to draw new R&D into the area since 
there is a pool of workers and companies with R&D synergies 
already in the area. Although the medical R&D segment in Grand 
Rapids is small, it continues to grow and has the potential to replace 
income lost in other industries. In fact, over the last few years, Kent 
County has finally started patenting at about the same rate as places 
like Portland and Milwaukee, which was not the case 10 years ago. 
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Graph 1: Patents by Inventors in Kent County
Graph 2: Patents by Assignee in Kent County
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Graph 3: Patents, Patent Applications, and Prepatents in KOMA*
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*Includes companies that have had patents during the last 10 years.
Source: http://patft.uspto.gov/netahtml/PTO/search-adv.htm
Source: www.wipo.int/pctdb/en
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Long-term population and age distribution changes can have 
significant effects on health care. Typically, older populations have 
different and more extensive health care needs than younger 
populations. Additionally, changes in the population distribution can 
change the need for health care services in particular localities.
Population Changes
The population of Kent County and KOMA has increased roughly  
by 2–3 percent between 2001 and 2010, which is slower than the 
U.S., but faster than Michigan as a whole. This positive growth 
contrasts with the rest of Michigan, where the population declined 
by 1.22 percent during the same period.  These changes imply that 
the KOMA area has a higher proportion of Michigan’s population 
and thus health care needs. 
Age Distribution
Although the percentage of population 65 and older has been 
relatively steady over the last 20 years, it has started to show a very 
slight increase over the last five years in all of the graphs. The net 
impact of this trend is more people over the age of 65 in KOMA 
and therefore higher age-related health care costs.
Of more interest, however, are the two crossovers seen in Figures 
1, 2, 3, and 4. First, in Kent County, KOMA, Michigan, and the 
United States there are now more people between the ages of 45 
and 64 compared to the 20–34 age bracket. Therefore, over the 
next 20 years, there will be fewer workers to replace those retiring. 
Second, in both KOMA and Michigan, there are now more people 
over 65 than in the prime working ages of 35–44. Demographic 
trends in Kent County and the United States also suggest that 
these areas will witness this “crossover” in the near future. Both 
crossovers are troubling, as this demographic shift will result in 
more age-related health care costs. At the same time, a smaller 
proportion of the population will be in their prime working years 
providing resources to fund these costs. We need to address this 
long-term imbalance by trying to ensure that our young workers 
and graduates stay in Michigan and that we attract additional 
skilled workers to the area. Given the recent drop in the 20–34 
year old population in Kent County, KOMA, and Michigan, this 
issue requires immediate attention.
Demographic Changes 
These demographic changes also show up in Figure 5. Figure 5  
shows that women of childbearing age are decreasing as a 
percentage of the population. This means that it is expected that 
the demographics will continue to shift toward an older population 
as the childrearing potential of the region is decreasing relative 
to the aging population. However, this also means that the health 
care costs associated with childbirth will begin to decrease.
Poverty
Figure 6 indicates that the poverty levels have increased across 
the board since 1999. Although the poverty levels in KOMA are 
lower compared to Detroit, Michigan, and the United States, 
the 6.1 percent increase in the level from 1999 suggests a 
larger population with unmet health care needs (lack of health 
insurance), greater emergency room use, and a tendency to delay 
seeking treatment for conditions that require long-term care, which 
therefore leads to higher health care costs. In addition, there is a 
strong link between income and low birth weights. This link has 
been identified as a large cost driver in the health care system.
References
 Finch, Brian Karl. (Dec 2003). Socioeconomic gradients and  
   low birth-weight: Empirical and policy considerations. 
Health Services Research, 38, 6, 1819-1841.
 Michigan Department of Community Health (2012). 
   http://www.mdch.state.mi.us/pha/osr/chi/FullTableList.as
p?REGIONtype=2&regioncode=01&Submit_LHD=Tables 
and http://www.mdch.state.mi.us/pha/osr/Chi/Pop/
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Figure 1: Population Distribution as Percent of Total Kent County
Figure 2: Population Distribution as Percent of Total KOMA
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Figure 4: Population Distribution as Percent of Total United States
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Figure 6: Poverty Level
Pe
rce
nt
 of
 Po
pu
lat
io
n
20
18
16
14
12
10
8
6
4
2
0
1999                                     2011
US MI Detroit KOMA
Figure 5: Population of Women Ages 14 to 44
Pe
rce
nt
 of
 Po
pu
lat
io
n
23
22
21
20
19
18
17
2000                                     2011
US MI Detroit KOMA
29Health Check: Analyzing Trends in West Michigan — Health Care Trends
Source: CDC qt-p34, s1701
Source: CDC Factfinder B01001, QT-p1
In this section we consider how major risk factors and access to 
care can influence major diseases and general health outcomes, 
as explained by the process model depicted in Figure 1. For each 
variable, we compare KOMA with Detroit, the State of Michigan, and 
the nation, and examine how the trend is changing over time. This 
kind of benchmarking and trend analysis gives us a relative picture 
that evolves over time. This year we include an update of each 
variable based on 2010 data. A caveat about this data: It is based 
on self-reported surveys. Consequently, the actual incidence might 
be different.
Risk Factors
The following major risk factors contribute to unhealthy outcomes: 
heavy drinking, binge drinking, smoking, inadequate physical 
activity, and obesity. The latest 2010 data on heavy drinking 
continues to raise concern: Data for KOMA is worse than the 
national average and Detroit, and is at par with Michigan. 
Additionally, unlike Detroit and Michigan, KOMA shows an upward 
trend in the number of heavy drinkers. The numbers on binge 
drinking, on the other hand, only show a marginal increase of 0.4 
percent over the six-year period. Smoking in KOMA has gone down 
since 2004. Currently about 18 percent of KOMA residents smoke. 
The percentage of persons who indulge in no planned leisure time 
physical activity, although lower in KOMA compared to Detroit and 
Michigan, has shown a bigger jump in comparison to these areas 
since 2004. A little over one-fifth of KOMA residents engage in no 
physical activity. The 2010 numbers indicate a slight drop in the 
overweight population, but a bigger jump in the obese population 
with the latter continuing to show an upward trend. The small 
decrease in the overweight population perhaps is a reflection of 
more people being classified as obese over time. Given the linkages 
between obesity and diabetes, high blood pressure, heart disease, 
and cancer, obesity is becoming a major issue for the state and 
the nation. Presently, about 28 percent of the KOMA population is 
obese (BMI greater than or equal to 30). As the KOMA population 
continues to age, obesity will continue to be a major challenge. 
KOMA has obesity rates that are slightly better than Detroit and 
Michigan. The trend, however, has been rising by almost 7 percent 
in the last six years.  
Access to affordable health care is a major issue for the nation.  
For the 2004–2010 period, all four regions showed increases in the 
number of people with no health care coverage. Almost 14 percent 
of the KOMA population has no health care coverage. This is one of 
the by-products of a weak economy and increase in poverty rates 
(8.4 percent to 14.5 percent since 1999). There are likely to be 
significant changes in access to health care with the implementation 
of the new federal law.
Health Care Overview
Disease Incidence
Five major diseases: cancer, diabetes, asthma, stroke, and  
coronary disease were considered. The latest figures for 2009 
indicate that the incidence of cancer has increased more in  
KOMA (0.04 percent) compared to Michigan (0.03 percent) and  
the U.S. (0.01 percent) with the numbers for Detroit registering a  
0.1 percent drop. Although KOMA fares better in the case of 
diabetes compared to the other regions, its numbers are trending 
upward faster than those for Michigan and the nation. Approximately 
8.4 percent of the KOMA population has diabetes. These numbers 
seem to track closely with the upward trend in obesity. Lowering 
the incidence and better management of this chronic disease can 
decrease costs significantly. 
KOMA does better with regard to asthma rates, but ranks second in 
terms of the largest increase in the incidence of the disease since 
2004. Both stroke and heart disease exhibit a sharper downward 
trend in KOMA compared to the other regions. Approximately  
2 percent of the population in the KOMA region has had a stroke 
and 3 percent of the population is reported to have heart disease. 
It seems the overall picture for KOMA with regard to incidence of 
major diseases is getting worse with the exception of stroke and 
heart disease.
Health Outcomes
To measure health outcomes, three issues are considered: overall 
health status, physical disability, and low birth weight (LBW). In 
overall health status, KOMA is better than Detroit, Michigan, and 
the U.S. The percentage of persons who report poor or fair health 
in KOMA is holding steady at almost 11 percent. KOMA is slightly 
better than the state profile and has improved marginally. However, 
physical disability in the region is significant; approximately  
21 percent of the KOMA residents report some kind of limitation  
in activities and the use of special equipment. 
The incidence of LBW babies continues to be important. These 
are babies born weighing less than 2,500 grams. Our results show 
that LBW is one of the major drivers of health care utilization. 
Estimates by the Institute of Medicine (IOM) reveal that $26.2 
billion is spent annually on hospital expenditure of preterm infants. 
This recent estimate does not include rehospitalizations and long-
term care. Ultimate lifetime expenditures attributable to low birth 
weight would be substantially higher. Slightly more than 7 percent 
of babies are LBW in recent reporting. This number has trended 
up slightly since 2004. LBW ultimately results in substantial 
medical care expenditure for a long time. Our incidence of low 
weight births is slightly lower than Detroit, Michigan, and the 
U.S. Reducing this number significantly can result in substantial 
reduction in health care services and costs. Public policy needs to 
devote more attention to this major issue.
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Figure 1: Health Care Overview
Risk Factors
Inadequate Physical Activity, 
Heavy Drinking, Binge Drinking, 
Smoking, Obesity
Access
Health Care Coverage
Diseases
Heart Disease, Asthma, Stroke, 
Diabetes, Cancer
Outcomes
Poor Health, Disability, 
Low Birth Weight
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Graph 1: Heavy Drinking
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RISK FACTOR: HEAVY DRINKING
Definition: The proportion of the population who reported 
consuming on average more than two alcoholic beverages  
per day for men or more than one alcoholic beverage per  
day for women.
How is KOMA doing?
•  KOMA’s percentage was better than the percentages for 
Detroit, Michigan, and the U.S. in previous years.
•  Currently KOMA is WORSE than Detroit and U.S. averages, 
and is at par with Michigan.
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Graph 2: Binge Drinking
RISK FACTOR: BINGE DRINKING
Definition: The proportion of the population who reported 
consuming five or more drinks per occasion at least once in 
the previous month.
How is KOMA doing?
•  KOMA’s percentage is WORSE than the average for 
Michigan.
•  The binge drinking trend has not changed in KOMA  
and has declined for both Detroit and Michigan between  
2004 and 2010.
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Graph 3: Current Smokers
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RISK FACTOR: CURRENT SMOKERS
Definition: The proportion of the population who reported that 
they smoke cigarettes now, either every day or on some days.
How is KOMA doing?
•  KOMA region has seen a decline in the proportion  
of smokers.
•  Smoking trend in the KOMA region is BETTER than the 
average for Detroit and Michigan.
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Graph 4: No Leisure Time Physical Activity
RISK FACTOR: NO LEISURE-TIME PHYSICAL ACTIVITY
Definition: The proportion of the population who reported no 
leisure-time physical activities (i.e., any physical activities or 
exercises such as running, calisthenics, golf, gardening, or 
walking) in the previous month.
How is KOMA doing?
•  KOMA has consistently performed BETTER than Detroit  
and Michigan.
•  A greater percentage of people in KOMA participate in 
leisure time physical activity than in Detroit and Michigan.
• KOMA has worsened marginally over time.
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Graph 5: Overweight
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RISK FACTOR: OVERWEIGHT
Definition: The proportion of the population whose Body Mass 
Index (BMI) was between 25 and 29.9.
How is KOMA doing?
•  KOMA is doing BETTER than the average for Michigan.
• All four regions are trending downward.
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Graph 6: Prevalence of Obesity
RISK FACTOR: PREVALENCE OF OBESITY
Definition: The proportion of the population whose Body Mass 
Index (BMI) was greater than or equal to 30.0.
How is KOMA doing?
•  KOMA is doing BETTER than the average for Detroit  
and Michigan.
• All four regions are trending upward.
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Graph 7: No Health Care Coverage
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ACCESS: NO HEALTH CARE
Definition: Among those aged 18–64 years, the proportion of 
the population who reported having no health care coverage, 
including health insurance, prepaid plans such as HMOs, or
government plans, such as Medicare.
How is KOMA doing?
• KOMA is doing BETTER than Detroit, Michigan, and the U.S.
•  About 13.52 percent of the KOMA population reported  
no health care coverage compared to 15.1 percent for 
Michigan, in the 2004–2010 period.
•  All four regions have witnessed increases in the  
percentages of the population without health care coverage.
KOMA Detroit Michigan U.S.
Pe
rce
nt
ag
e o
f P
op
ul
at
io
n
0.6
0.5
0.4
0.3
0.2
0.1
0
2004 2009 U.S. 2011
Graph 8: Incidence of Cancer*
DISEASE: CANCER
Definition: Newly diagnosed cancer with a behavior code  
of 3 (malignant primary site).
How is KOMA doing?
•  KOMA is BETTER than Michigan and the U.S.
•  Cancer incidence is trending up in KOMA, Michigan, and 
the U.S.
*Note: Data is combined results of 2008–2010 and 2000–2004 with 2005 being only an annual survey.
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Graph 9: Prevalence of Diabetes
KOMA Detroit Michigan U.S.
Pe
rce
nt
ag
e o
f P
op
ul
at
io
n
12
10
8
6
4
2
0
2004 2010 U.S. 2011
DISEASE: DIABETES
Definition: The proportion of adults who reported that they 
were ever told by a doctor that they have diabetes. Women 
who had diabetes only during pregnancy and adults who were 
diagnosed with prediabetes were excluded.
How is KOMA doing?
•  KOMA is doing BETTER compared to the averages for  
Detroit, Michigan, and the U.S.
•  The prevalence of people diagnosed with diabetes is  
increasing in all four regions.
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Graph 10: Prevalence of Asthma
DISEASE: PEOPLE DIAGNOSED WITH ASTHMA
Definition: The proportion of the population who reported that 
they were ever told by a doctor, nurse, or other health care 
professional that they had asthma.
How is KOMA doing?
•  KOMA is better than the average for Detroit, Michigan,  
and the U.S.
•  The prevalence of people diagnosed with asthma is 
increasing in all four regions.
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Graph 11: Prevalence of Stroke
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DISEASE: PREVALENCE OF STROKE
Definition: Among all adults, the proportion of the population 
who had ever been told by a doctor that they had a stroke.
How is KOMA doing?
•  KOMA is BETTER than the average for Detroit, Michigan, 
and the U.S.
•  KOMA is trending downward, while Detroit and the U.S. 
have stayed relatively stable.
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Graph 12: Prevalence of Heart Disease
DISEASE: ANGINA OR CORONARY HEART DISEASE
Definition: Among all adults, the proportion of the population 
who had ever been told by a doctor that they had angina or 
coronary heart disease.
How is KOMA doing?
•  KOMA is BETTER than Detroit, Michigan, and the U.S.
•  For the period 2005–2010, all four areas trended downward.
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Graph 13: Fair or Poor Health
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OUTCOME: FAIR OR POOR HEALTH
Definition: The proportion of the population who reported that 
their health, in general, was either fair or poor.
How is KOMA doing?
•  KOMA is BETTER than the average for Detroit, Michigan, 
and the U.S.
•  KOMA and Michigan are trending upward, while Detroit and 
the U.S. are trending downward.
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Graph 14: Disability
OUTCOME: DISABILITY
Definition: The proportion of the population who reported 
being limited in any activities because of physical, mental, or 
emotional problems, or reported that they required use of
special equipment (such as a cane, wheelchair, special bed, 
or a special telephone) due to a health problem.
How is KOMA doing?
•  KOMA is BETTER than the average for Detroit, Michigan, 
and the U.S.
• All four regions are trending upward.
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Graph 15: Low Birth Weight
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OUTCOME: LOW BIRTH WEIGHT
Definition: Babies born weighing less than 2,500 grams, 
represented as a percentage of total births. The data is  
not self-reported, and represents actual incidences of low 
birth weight.
How is KOMA doing?
•  KOMA is BETTER than the average for Detroit, Michigan, 
and U.S.
• All four areas are trending upward.
Sources — All Graphs:
Graphs shown in this section were developed using data from the sources shown below.
US Data:  apps.nccd.cdc.gov/BRFSS/page.asp?cat=DL&yr=2004&state=All#DL 
apps.nccd.cdc.gov/BRFSS/page.asp?cat=HS&yr=2010&state=All#HS 
apps.nccd.cdc.gov/BRFSS/page.asp?yr=2011&state=All&cat=DL#DL 
apps.nccd.cdc.gov/BRFSS/page.asp?cat=DL&yr=2005&state=All#DL
County Population Data: www.census.gov/popest/data/counties/totals/2004/CO-EST2004-01.html       
City of Detroit Population Data: www.usbeacon.com/Michigan/Detroit.html
BRFSS Data: www.michigan.gov/mdch/0,4612,7-132-2945_5104_5279_39424_39427-134707--,00.html
Low Birth Rate Data:  www.mdch.state.mi.us/pha/osr/chi/profi les/frame.html 
www.cdc.gov/pednss/pednss_tables/pdf/national_table2.pdf
Cancer Data:  www.ncbi.nlm.nih.gov/pubmed/14974761 
www.mdch.state.mi.us/pha/osr/chi/Cancer/frame.html 
www.infoplease.com/ipa/A0004986.html 
Note: Information presented is the combined results of data from 2008−2010 and from 2000−2004, as well as annual  
data for 2005.
Stroke Data:  www.cdc.gov/mmwr/preview/mmwrhtml/mm5619a2.htm 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6120a5.htm
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Grand Rapids has significant investment in the health sector along 
the Medical Mile on Michigan Street hill. Often the discussion 
indicates that Spectrum and the other area hospitals are trying to 
become something like the Cleveland Clinic. Cuyahoga County in 
Ohio (home to the main part of Cleveland Clinic) is often regarded 
as an aspirant. On the other hand, Portland in Multnomah 
County, Oregon, is often regarded as a peer ever since an article 
in The New York Times (July 11, 2007) linked the two areas as 
Benchmarking Cities
 How does Grand Rapids compare to other cities?
having similar kinds of health sectors. This year we add two other 
Midwestern counties to the mix: Milwaukee County (includes the 
city of Milwaukee) and Summit County in Ohio (includes the city of 
Akron). 
It is useful to review the counties as benchmarks compared to 
Grand Rapids. First, let’s consider the size of each county in terms 
of demographics.  
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Graph 1: Population Distribution by County 1990–2010
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Notes:
1. Population estimate data is derived from Time Series of Intercensal Estimates by county each July 1.
2. 1990–1999 population estimates use data from the April 1990 Decennial Census as the estimate base.
3. 2000–2010 population estimates use data from the April 2000 Decennial Census as the estimate base.
Sources: 
http://www.census.gov/popest/counties/CO-EST2009-01.html
http://www.census.gov/popest/archives/2000s/vintage_2001/CO-EST2001-12/CO-EST2001-12.html
It is clear Cuyahoga County (Cleveland) is much bigger than the 
others with a population of approximately 1.3 million. However, 
the county has lost about 100,000 people in the last five years. 
Milwaukee is the next largest, a little shy of a million. Multnomah 
County (Portland) is next with roughly 700,000. Kent County is 
approximately 600,000, and Summit County (Akron) is a little 
smaller than Kent County.
Since the county names are less intuitive, we will discuss each 
county data with the name of the metropolitan area. It should be 
clear that all the data provided in this section represent the county 
in which the city is located.
The number of hospitals in each metropolitan area is revealing. 
Cleveland has 38 hospitals and Milwaukee comes next with  
25 hospitals. Both Grand Rapids and Portland have 10 hospitals 
and Akron has eight. These are approximate counts because the 
classification of hospitals might not be entirely consistent.
Next, we consider a range of benchmark indicators about medical 
activity that are available from the Area Resource File (ARF).  
Since each indicator is somewhat arbitrary, it is useful to consider 
a representative set. In general, most of the indicators are  
self-explanatory. 
If we look at total hospital admissions, Grand Rapids has surpassed 
Akron with 95,000 admissions to Akron’s 89,000 admissions. 
Portland is marginally larger at approximately 104,000 admissions. 
Milwaukee is significantly bigger at 172,000. Cleveland is the largest 
with 300,000 admissions. For number of hospital beds, Grand 
Rapids, Portland, and Akron are comparable, hovering around 
2,000 beds, whereas Milwaukee is significantly larger at 4,000 beds, 
and Cleveland is the biggest with almost 7,000 beds. However, more 
interestingly Grand Rapids is adding admissions at nearly double the 
rate of the next closest city since 2000.
The story is similar in terms of other indicators. Total Inpatient 
Days are about half a million for Grand Rapids, Portland, and 
Akron. In Milwaukee they are just over 750,000, and in Cleveland 
they are upward of 1.8 million. For the number of outpatient visits, 
Grand Rapids is the smallest, but close to Akron and Portland. 
Milwaukee is significantly larger and Cleveland is substantially 
larger than Milwaukee. For ER visits, Grand Rapids has surpassed 
Akron by 30,000 visits (Grand Rapids at 260,000 and Akron at 
230,000) and is approaching Portland at 280,000. Here again, 
Grand Rapids is showing 32 percent growth since 2000 and the 
benchmark cities have averaged only 3 percent growth.
When we compare medical facility expenses and total facility 
payroll expenses, we have a similar picture. In Grand Rapids, we 
have seen a doubling of the facilities expenses since 2000, which 
is well above comparable cities. In terms of the total number 
of doctors, Cleveland towers above the rest with 8,100 doctors. 
Portland is next with approximately 4,300 doctors, with Milwaukee 
having about 3,400. Both Grand Rapids and Akron have 
approximately 2,000 doctors.
To sum up, Cleveland seems to be about twice as big as 
Milwaukee. Milwaukee is significantly larger than Grand Rapids. 
For Grand Rapids, clearly Milwaukee is a closer aspirant than 
Cleveland. Portland seems to be slightly bigger than Grand Rapids 
in population and medical facilities. On the other hand, Grand 
Rapids and Akron are similar in terms of population and medical 
facilities. However, Grand Rapids is growing faster than the other 
areas. In addition, hospital use in Grand Rapids is growing at 
a faster rate than the population growth in Kent County, which 
supports the fact that patients are either being drawn from a wider 
geographic area or Kent County residents are less healthy.
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Graph 2: Total Medical Facility Expenses
Graph 3: Facility Expense Per Bed
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Graph 4: Total Facility Payroll Expenses
Graph 5: Payroll Expense Per Bed
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Graph 6: Total Medical Doctors per 1,000 People
Graph 7: Total Doctors of Osteopathy per 1,000 People
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Graph 8: Outpatient Visits per 1,000 People
Graph 9: Inpatient Days per 1,000 People
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Graph 10: Hospital Beds per 1,000 People
Graph 11: Hospital Admissions per 1,000 People
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Graph 12: ER Visits per 1,000 People
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Health care spending in the U.S. neared $2.6 trillion in 2010, 
over 10 times the $256 billion spent in 1980 (Kaiser Family 
Foundation, 2012). Although the rate of growth has slowed to  
3.8 percent and 3.9 percent in 2009 and 2010, respectively, it  
is still expected to grow faster than the national income in the  
near future. In total, health care expenditures amounted to  
17.9 percent of the nation’s Gross Domestic Product in 2010. 
As Graph 1 illustrates, typically, hospital services account for 
approximately 31 percent of overall health care expenditures. 
Physician and similar clinical services account for 20 percent.  
The remainder is divided into many different categories such  
as pharmaceuticals (10 percent), other professional services  
(7 percent), and nursing home care (5 percent) (Martin, A.B. 
et al., 2012). 
Because the provision of health services by area hospitals is 
almost one third of the total medical expenditure, it is useful to 
track different trends in this sector. To get a better understanding 
of the main issues in hospital administration, we conducted a 
survey of the area hospitals in the MHA West Central region.1 
A focus group helped identify the major categories and how to 
frame the questions clearly. We were able to obtain 12 responses, 
representing some of the large area hospitals. To elicit higher 
response rates, it is our policy not to present individual responses; 
rather ranges and averages are presented. The lower bound (LB) 
of the range is calculated by obtaining the average of the two 
lowest values. Similarly, the upper bound (UB) is based on the 
two highest values. This gives the reader a sense of the variation 
without revealing any specific value.
General Projections
Some general projections are presented in Table 1. To obtain a 
pulse of the overall industry, we asked respondents about their 
subjective overall confidence about the economic viability of the 
health sector. Respondents are CFOs or their designees. Last year, 
the overall confidence level was 95 percent. It can be seen that 
the overall confidence level is lower this year (80 percent) and is 
expected to go down further in the next period (77.71 percent), 
perhaps because of continued regulatory uncertainty. 
In general, confidence level is quite robust and high in the 
hospital sector. We asked respondents to provide the revenue 
dollar amounts in the last reporting period. The average revenue 
is close to four hundred million dollars ($392,387,642.33). The 
overall increase in revenue is 7.26 percent. The average number 
of full-time equivalent (FTE) employees is 1,314. Health care is an 
expanding sector; consequently, expected changes in employment 
are positive (1.8 percent) and lower than last year’s expected 
growth of 2.7 percent. Four responses indicated either a small 
drop in employment or no change.
Hospital Survey Analysis
Capacity Considerations
Table 2 indicates the general capacity utilization (beds utilized 
compared to total licensed beds). Present capacity averages  
40.3 percent and is expected to grow to an average of  
42.07 percent, an annual average increase of 4.39 percent.  
This finding could reflect the additional access to medical services 
afforded by the new health legislation as well as the growing 
population in KOMA that is aging. There is a wide range in 
capacity utilization among the respondents, and these numbers 
should be interpreted with caution.
Volume and Case Mix Profile
Table 3 presents volume and case mix data. The diversity of 
hospital sizes is represented by the total number of patients  
served annually. The average number of patients served is 
approximately 8,268, where the UB is 38,525 patients and the  
LB is 431 patients. There is a marginal drop of 0.77 percent in  
the total number of patients served. The average length of 
inpatient stay suggests a slight increase of 0.91 percent over  
the last year from 5.47 days to 5.52 days. The overall mix  
of inpatient and outpatient cases has a large variation. For 
inpatient cases, the range is from 12 percent (LB) to 80 percent 
(UB). For outpatient cases, it is 20 percent (LB) to 88 percent 
(UB). This indicates that different hospitals have diverse  
strategies for servicing inpatient or outpatient cases depending 
upon the hospital’s organizational structure, specializations,  
and relative niche. 
However, the overall average case mix for all hospitals is  
34 percent inpatient and 66 percent outpatient. This overall 
proportion is projected to increase slightly for outpatients  
(1.69 percent) and decrease for inpatients (-3.2 percent). 
Similarly, the total number of outpatient procedures  
(LB: 125,357; UB: 980,580) and outpatient surgery  
procedures (LB: 482; UB: 24,816) shows a wide degree  
of variation among hospitals. 
Overall, the number of outpatient procedures and surgery 
procedures has increased by 6 percent and 2.1 percent, 
respectively. This finding is inconsistent with last year’s rise in 
outpatient procedures and fall in surgery procedures. Because 
surgery procedures are typically more expensive, this change in 
the case mix of outpatient procedures would increase costs at 
the margin. Following the same pattern, the range of emergency 
room (ER) visits is quite wide: 13,496 (LB) and 123,345.5 (UB) 
with an average of 42,566 visits. It is common knowledge that ER 
visits are expensive for hospitals because of the many services 
and vast infrastructure that have to be on standby. Last year, ER 
growth increased by 5.26 percent. This year, results show that the 
number of ER visits has grown by 4.49 percent. 
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1 Allegan, Barry, Berrien, Cass, Calhoun, Clare, Clinton, Eaton, Gratiot, Ionia, Isabella, Kalamazoo, Kent, Lake, Manistee, Mason, Mecosta, Missaukee,  
Montcalm, Muskegon, Newaygo, Oceana, Ottawa, Van Buren, and Wexford.
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In Table 4, we present the different dollar cost profiles. Costs 
for care are affected by complexity of the illness, the number 
of procedures performed, and other factors. Consequently, 
to compare costs across hospitals, we need to adjust by the 
complexity of the situation and other variables. The focus 
group discussion revealed that a convenient and common 
way to standardize the costs is to adjust them based on Case 
Mix Adjusted Equivalent Discharge (CMAED), which is based 
on Medicare weights. The average cost data per day and per 
discharge are adjusted on this basis. Last year, the adjusted 
average cost per day was approximately $1,665 and was expected 
to decrease marginally by 0.88 percent. This year, the average 
cost will be approximately $2,148. Although the cost is supposed 
to be adjusted for difficulty, it still shows significant variation: 
between $1,361 and $3,125. It is not clear if this variation 
reflects differences in efficiency and charges or the lack of 
proper adjustment. The average cost per discharge shows similar 
variation, and the average is about $12,000 per patient. 
One of the major issues for hospitals is uncompensated charges or 
costs. A hospital could either write off these charges or indirectly 
shift them over time to insured patients. Because more Americans 
have lost health insurance in these tough economic times, the 
amount of uncompensated charges (bad debt and charity) has 
risen significantly compared to last year. Last year, the average 
uncompensated charges were about $29 million. This year, the 
average uncompensated charges were close to $25 million per 
hospital and in some cases approached $77 million. They have 
gone up by 15 percent on average. Similarly, uncompensated 
costs (as a percentage of total costs) have risen by 9.22 percent. 
Moreover, the average amount spent on charity is $31 million, 
where the UB is $102 million. In a tough economy, the amount of 
community service and charity increased by 12.85 percent.
General Comments
Respondents report that it is difficult to hire in the following 
categories: internal medicine physicians, family medicine 
physicians, primary care physicians, clinical nurse specialists, 
registered nurses, licensed practical nurses, and rehabilitation 
services (physical, speech, and occupational therapists).
We asked respondents about the top drivers of costs (other than 
lack of insurance). Most of the responses relate to
• reimbursements from all payers, especially government;
•  drug and medical supply expenses, particularly for patented 
pharmaceuticals;
• charges due to new medical information technology needs; and
• wages in areas that have critical shortages.
In terms of preparing for the Affordable Care Act and pending 
regulatory changes, most hospitals are trying to update and 
integrate their information technology platforms. They are also 
preparing for some kind of bundle payment regime by integrating 
different providers and services, developing a methodology for 
allocation between different providers, and, in some cases, 
participating in pilot programs.
Conclusion
In summary, the overall confidence about the viability of the  
health sector is relatively high at approximately 80 percent. 
Revenues (7.26 percent) and employment (1.8 percent) are  
both increasing. The total number of patients served has dropped 
marginally by 0.77 percent. ER visits are higher by more than 
4 percent. The average cost per discharge is approximately 
$12,000. Uncompensated charges have increased by  
15 percent. Community service and charity has increased by 
13 percent. Although hospitals are getting paid less, they are 
trying to respond to the needs of the community by increasing 
community services and charity. In spite of significant regulatory 
uncertainty and critical skill shortages, considerable technological 
and organizational changes are underway to respond to future 
challenges. Because the survey is based on a small sample, the 
numbers should be interpreted with caution. However, they do 
seem to validate and follow national trends.
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Table 1: General Hospital Projections
Graph 1: National Health Care Expenditures, 2010
Table 2: Hospital Capacity Data
 Category LB Mean UB
 Category LB Mean UB
 Confidence Index (present) 62.50 80.00 87.50
 Confidence Index (future) 55.00 77.71 85.00
 $ Revenue (last reporting period)  $27,050,000.00   $392,387,642.33   $1,715,167,854.00 
 % Change in Revenues (future) 2.50 7.26 11.57
 # FTE Employees (last reporting period) 144.00 1,313.76 5,361.00
 % Change in Employment (future) -1.00 1.80 6.00
 % Capacity (present) 12.00 40.30 75.00
 % Capacity (future) 14.00 42.07 75.50
 % Change in Capacity 16.67 4.39 0.67
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Source:  Martin, A.B. et al., (January 2012). Growth in U.S. health spending remained slow in 2010; Health share of gross domestic 
product was unchanged from 2009. Health Affairs 31(1): 208-219.    
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Table 3: Hospital Patient Statistics
 Category LB Mean UB
 Total # of Patients (present) 431.50 8,267.92 38,525.50
 Total # of Patients (last period) 440.00 8,331.92 38,488.00
 % Change in # of Patients -1.97 -0.77 0.10
 Average Length of Inpatient Stay in Days (present) 2.75 5.52 15.95
 Average Length of Inpatient Stay in Days (last period) 2.65 5.47 15.75
 % Change in Length of Inpatient Stay 3.77 0.91 1.27
 % Business Mix (outpatient present) 20.35 65.69 88.10
 % Business Mix (outpatient last period) 20.35 64.60 87.35
 % Change in Business Mix (outpatient) 0.00 1.69 0.86
 % Business Mix (inpatient present) 11.90 34.31 79.65
 % Business Mix (inpatient last period) 12.65 35.40 79.65
 % Change in Business Mix (inpatient) -6.30 -3.18 0.00
 # Outpatient Procedures (present) 125,357.00 442,680.67 980,580.00
 # Outpatient Procedures (last period) 121,306.00 416,774.67 882,580.00
 % Change in Outpatient Procedures 3.34 6.22 11.10
 # Outpatient Surgery Procedures (present) 482.50 6,456.82 24,816.00
 # Outpatient Surgery Procedures (last period) 505.50 6,326.18 24,879.00
 % Change in Outpatient Surgery Procedures -4.55 2.07 -0.25
 # ER Visits (present) 13,496.00 42,566.45 123,345.50
 # ER Visits (last period) 13,587.50 40,738.82 117,795.00
 % Change in ER Visits -0.67 4.49 4.71
Notes for Tables 1, 2, 3, and 4:
1. Lower Bound (LB) limit was calculated by taking the average of the two smallest values of each category.
2. Upper Bound (UB) limit was calculated by taking the average of the two largest values of each category.
3. Present refers to the current reporting period.     
4. Future refers to the next reporting period.     
Table 4: Hospital Cost Data
 Category LB Mean UB
 Average Cost Per Day (present) $1,361.50 $2,147.73 $3,125.00
 Average Cost Per Day (last period) $1,310.50 $2,068.64 $4,250.00
 % Change in Average Cost Per Day (over last reporting period) 3.89 3.82 -26.47
 Average Cost Per Discharge (present) $6,048.00 $11,894.00 $28,343.50
 Average Cost Per Discharge (last period) $6,003.50 $11,251.30 $26,278.00
 % Change in Average Cost Per Discharge (over last reporting period) 0.74 5.71 7.86
 Uncompensated Charges (present) $1,666,000.00 $24,680,618.64 $76,865,000.00
 Uncompensated Charges (last period) $1,310,500.00 $21,377,223.64 $68,710,000.00
 % Change in Uncompensated Charges (over last reporting period) 27.00 15.00 12.00
 Uncompensated Costs (present) $1,750,000.00 $9,842,151.10 $34,777,701.00
 Uncompensated Costs (last period) $1,450,000.00 $8,934,968.30 $31,836,483.00
 % Change in Uncompensated Costs (over the last reporting period) 17.14 9.22 9.24
 $ Community Service/Charity Provided (present) $5,300,000.00 $31,286,733.00 $102,400,000.00
 $ Community Service/Charity Provided (last period)  $4,650,000.00 $27,724,525.13 $91,181,000.00
 % Change in Community Service Provided (over the last reporting period) 13.98 12.85 12.30
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average cost per patient. Both diseases can be directly linked to 
obesity, for which the rates are increasing. The next highest total 
cost is for asthma at $650 million followed by CAD at $530 million.
It is important to note that these costs do not specifically estimate 
the average cost of the disease for persons who are over 65 years 
old. Since the disease costs of persons over 65 years are likely 
to be higher, both per patient cost and cost estimates should be 
regarded as conservative and understated. These numbers are 
preliminary and should be viewed with caution; since they are 
sensitive to the prevalence rate, we don’t have a precise measure 
of this important parameter.
From a public policy point of view two insights emerge. First, one 
primary method we can use to bring down the overall cost is to 
reduce the prevalence of diabetes and hyperlipidemia (related 
to obesity). Moreover, asthma may be related to air pollution and 
cigarette smoking and can be modified by reducing health risks. 
These goals can be facilitated through enhanced physician care 
coordination and patient responsibility with models such as the 
patient centered medical home (PCMH). The PCMH concept 
has its roots going back to 1967. It currently can provide an 
ongoing relationship with a personal physician who can provide 
first contact as well as continuous and comprehensive care. The 
personal physician takes responsibility for arranging all of the 
health care needs for the patient including modifying the health 
risk prevention measures. Delete as indicated and replace with 
this text: Employers can also assist the health care industry by 
encouraging increased education and providing access to, and 
possibly incentives for their employees for regular preventive care 
and compliance in following the preventive recommendations. 
The return on investment may not be immediate, but increases in 
productivity may be measureable.
Second, we can try to lower the cost of CAD primarily by 
considering case-evidence research in making decisions,  
making treatment more cost effective, as well as trying to lower 
the long-term prevalence rate and short-term incidence rate. 
For diabetes, hyperlipidemia, and asthma, the primary drivers 
appear to be the prevalence rate and lack of compliance with 
recommendations for modifying health risks. However, costs  
can be reduced by lowering both the rate of incidence and 
prevalence rate with treatment and prevention.
Major Medical Conditions: 
Cost Analysis
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For this year’s report, this section expands to include costs on 
more conditions and a deeper look at diabetes testing and its 
effect on costs. This analysis provides general cost information 
about some of the most common conditions to assist with focusing 
community resources and improving the health of the community. 
Community resources can have the most effect on diabetes, as it 
is highly correlated with obesity. Future reports will include a more 
detailed data set with analysis of factors affecting the variability in 
the conditions. The long-term purpose of this analysis is to identify 
the medical cost of high-cost diseases and to determine ways to 
reduce the main drivers of costs for each disease.  
Overall Analysis  
This year there are two more diseases in our analysis that rank 
among the most costly diseases for insurance providers. Table 1  
provides the average costs per patient (based on information  
from all three providers) for six diseases: asthma, coronary  
artery disease (CAD), depression, diabetes, hyperlipidemia  
(high cholesterol), and low back pain. It should be noted that the 
use of the Health Plan Employer Data and Information Set (HEDIS) 
measures this year to improve consistency among payers means 
that these numbers are not comparable to the estimates from 
Health Check 2012.
The average cost is highest for CAD followed by diabetes, asthma, 
and hyperlipidemia. These conditions require a greater intensity 
of high-cost services. To calculate the total cost of each disease in 
the KOMA area, we tried to get a handle on the actual prevalence 
rate by creating an average from the Behavior Risk Factor Survey 
(BRFS) database and the prevalence rate of the disease from the 
insurance companies’ databases (persons with the disease relative 
to the total number of patients). Since the BRFS prevalence rate 
is for both insured and uninsured populations it may vary from 
the insurance companies’ prevalence rates for some conditions. 
We averaged this rate to get a somewhat representative value. 
Based on the population under age 65 for KOMA and the average 
prevalence rate, we are able to derive the average number of 
patients with a specific condition to estimate the overall costs  
for individuals with these conditions.
What is striking about diabetes and hyperlipidemia is that although 
they are the highest total cost (each around $770 million), their 
high cost is driven by their high prevalence rate and not from the 
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Diabetes Testing and Influence Over Cost  
Patients with diabetes have higher medical costs due to the nature 
of the disease and the complicated interactions the disease has 
with other medical conditions (Graph 1). In an effort to identify 
cost-saving measures, we analyzed the tests diabetic patients 
received through both Blue Cross Blue Shield of Michigan and 
Priority Health. We found that diabetics with testing had lower 
average costs. Patients who
•  had their HbA1c level checked had an average cost of $10,300, 
whereas those who did not had an average cost of $11,700, a 
difference of $1,400. 
•  had the LDL-C test (cholesterol) had an average cost of  
$10,400, whereas those who did not had an average cost  
of $10,700. 
•  were tested for nephropathy had a higher average cost  
($10,600) compared to those who were not tested ($10,400). 
Combining all tests resulted in a lower average cost for patients 
who received all tests compared to those who did not — 
approximately $1,100 or more than 10 percent in savings. 
Notes:
1. Asthma, CAD, diabetes, and major depression are 2008–2010 averages from BRFSS data and insurance prevalence rates.
2. CAD refers to angina or coronary heart disease in BRFSS data for prevalence rate.
3.  Major depression refers to poor mental health status on at least 14 days in the past month in BRFSS data for prevalence rate.  
Poor mental health status is defined as the proportion of adults who reported 14 or more days, out of the previous 30, on which  
their mental health was not good, which includes stress, depression, and problems with emotions.
Table 1: Estimated Total Cost for the Population Under 65
 Table 1 Prevalence Rate Prevalence Average Cost/Patient Total Cost
 Asthma  7.4% 100,411 $7,123 $652,649,221
 Coronary Artery Disease 2.3% 30,738 $17,799 $527,950,052
 Depression 4.3% 58,744 $2,945 $136,412,320
 Diabetes  6.4% 87,296 $9,485 $773,582,522
 Hyperlipidemia 9.2% 125,684 $6,811 $777,746,808
 Low Back Pain 2.0% 27,323 $3,800    $86,813,841
 
  
Graph 1: Cost of Diabetes 
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Graph 2: Major Medical Costs
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It is interesting to make a comparison between KOMA and the 
Detroit area (Graph 2). Most of the patients who do not have 
pharmacy coverage with a particular insurance company generally 
have pharmacy coverage with another provider. Therefore, we 
estimated the average pharmacy costs per patient for each disease 
and added that to the costs for patients who do not have pharmacy 
coverage provided by the insurance company. Individuals with two 
conditions, asthma and CAD, showed no significant differences 
in costs between the two sides of the state. Patients with 
diabetes and hyperlipidemia are moderately less costly in KOMA 
compared to the Detroit area (12 percent and 10.5 percent lower, 
respectively). Patients with low back pain and depression are 
substantially less costly in KOMA compared to the Detroit area (20 
percent and 38 percent lower, respectively).
Differences in Total Annual Cost per Patient between KOMA and the Detroit Area
Sources of Variation 
The data presented here is an average, weighted by membership, 
from Priority Health (PH), Blue Care Network (BCN), and Blue 
Cross Blue Shield of Michigan (BCBSM) for the year 2011. The 
following factors can result in significant differences among the 
three providers: 
Disease selection. The patient mix for specific conditions might 
be quite different due to differences in demographics, behavioral 
profiles, and health and disease status. In other words, patients 
in some counties insured by one health plan may have different 
illnesses than patients in other counties, and thus caseloads 
may differ among insurance companies. Because BCBSM is 
regarded as an insurer of last resort and is required to cover all 
persons seeking insurance, their cost data may be affected more 
significantly.
Diagnostic codes aggregation. The average cost data for each 
disease in a specific county may be different because the specific 
diagnostic codes employed for aggregating the data might be 
somewhat different among insurance companies. Because the 
same HEDIS definitions are used by all companies in this report, 
this factor likely has a small effect.
Expenditures beyond disease. In each case, the average patient 
cost data is for services not only related to the patient’s disease, 
but also for other medical costs the patient may have incurred. 
Differences in these other costs can also result in variation in 
average patient cost data.
Differences in benefit structures. The cost data for PH, BCN, and 
BCBSM is partly different because the former are primarily HMOs 
and the latter is primarily a PPO. 
•  Typically, the benefit structure for an HMO is different compared 
to a PPO. In a PPO, the patient is generally responsible for 
paying a higher out-of-pocket percentage of total costs, 
subject to a maximum cap. In an HMO, since all the services 
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are provided by the primary care physician (PCP) or a PCP 
referral, the patient services are generally managed by more 
effective triage. Also, in most cases, there is no patient financial 
responsibility once they have reached their annual deductible. 
The different benefit structures and networks can also drive 
healthier members to the HMO product. 
•  The fixed overhead and coordinating expenditures of each 
organization are not included in the average cost per patient for 
each patient. 
•  The data presented here show the dollar cost paid by both the 
insurance plan and the patient for medical services.
Since the data from each insurance company can vary 
considerably because of these factors, we average the data  
for both companies to arrive at a more robust estimate.
In addition, cost differences between the two sides of the state 
can occur for many reasons, including different patient mix, cost 
of living, cultural differences, and access to health care. The 
two conditions with the largest cost difference, low back pain 
and depression, also have substantial variation in diagnosis and 
treatment. Therefore, more detailed investigation is needed to 
specify precise source(s) of differences.  
It is not surprising that the higher the prevalence of a disease the 
higher the overall total costs for that disease. The overall cost of 
the disease and prevalence of disease are affected by differences 
in age and behavioral factors such as exercise, nutrition, smoking, 
alcoholism, and drug use. Since we are not able to control for 
these factors, it is best to rely on aggregate data assuming that 
some of these factors can balance out in large samples.
It is important not to draw any quick conclusions given all  
the different sources of variation, caveats, and high level of  
data aggregation. 
In the future, it will be interesting to compare these average costs 
over time and to examine how they are responding to an aging 
population. County-level average cost data is too broad a measure 
to draw any reliable conclusions about what drives up individual 
medical costs. Linking individual cost data with specific risk 
profiles can help us more narrowly identify what specific behavioral 
factors influence health costs.  
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